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CHAIRPERSON WATSON:

This is a health insurance bill, and this is one of the major

bills that we'll take up this session dealing with the universal health insurance plan
based on a model that is now being implemented in Canada.
Senator Petrie.
SENATOR NICK PETRIS:

Thank you very much, Madam Chair, and members.

I'd like to

start with a statement of my own, to be followed by testimony from the witnesses, and
questions, and then a closing after the opposition is heard from.
I'm glad you characterize this as one of the major bills.

I view it as probably

the most important bill I've carried in the 120 years I've been here.

I'm going to

keep trying until we get it.
I start with a couple of questions that all of us, I think, should address.
The question relates to the powers that I have in a magic pencil that I carry
around with me, and I'm offering the pencil to all the members of the committee, as
well as everybody who lives in California.

This pencil has the power to draw the kind

of society in which we want to live, and when you draw that society, that's the kind
we're going to have.
And the question I raise is:
health care?

What kind of society do we want with respect to

Do we want a society in which 70 percent, or maybe 80 -- I'm not sure

what the polls show

it's probably more than 80 -- of the people who are approaching

retirement, when asked what are their concerns as they approach retirement age, the
overwhelming majority say, "I'm worried about my health because I don't know if I'll be
covered if something happens to me.

I don't know what will happen to my family if

something happens to one of them."
People in this state, as well as throughout the country, go through life worrying
about whether they're going to have adequate health care.

And the answer is that an

enormous number don't.
In this state, in spite of our wealth, in spite of the fact that we spend more than
any other state in the union, both per capita and in total, for health care, we exclude
close to 6 million people with absolutely no health care coverage.

Eighty percent of

those 6 million are working people with families.
That's not the kind· of society I would draw with this pencil, and I don't think
anybody in this room would deliberately draw a plan that says:

We want a plan that

causes everyone approaching retirement to worry, and we want a plan that excludes that
many people.
And, of course, correspondingly, at the national level, it's something like 37-40
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million people have absolutely no health coverage whatsoever.
We can do better than that.

We have the resources, we have the scientific ability,

probably the best medicine available anywhere in the world but we haven't figured a way
to deliver it to all of our people.
And that's why this bill is called "A Right to Health Care Act."

I think we need

to change the mindset of all of the people in the country who do not look at health
care as a basic fundamental right.

I think it is, and I think we should say it is

officially in our statutes.
We have a lot of waste, we have lack of access, we have spiraling costs.

All of

these things add up to a broken system that needs to be mended.
In spite of the fact that we perform miracles in this state, in spite of the fact
that we have some of the finest medical centers in the world, in spite of the fact that
we import a large number of patients who can afford to come here from other countries,
and some of whom come here and are treated without charge at our great medical centers,
they come here because we happen to have, in many fields, the best doctors available
anywhere.
The point of the bill is to put that magnificent resource to the disposal of all
the people of the state, so that we all have affordable health access.
At the present time, we're spending over $70 billion a year in California from both
private and public sources.

We intend, with this bill, to capture that money, fund it

from different sources -- meaning from all of us -- and redistribute it in a much more
equitable manner than we're doing today.
Now, among those who are uninsured, a third of them are children.

In San

Francisco, for example, more than a fourth of those without insurance are children, and
in Los Angeles it's a third.

They don't have Medi-Cal, they don't have private

coverage, they don't have anything.
Since 1979, the number of people without insurance has jumped by 50 percent.
Now, these statistics don't even include a fast growing, new group of people who
are prudent, hard-working Californians who thought they took care of themselves and
their families.

These are the insured middle class, who either own or work in a small

business and find that their policies are only as good as their own health.
health slips, so does medical coverage.

When the

They find they have a lifetime cap that's much

too small, they find that there are exclusions for various things, and even though they
paid on the policy for years, it turns out that either it isn't adequate or it doesn't
even cover a particular kind of illness at all.
And this leads to tremendous friction on the job, in the working place, between
employers and employees, because so many of the health plans are dependent on
employment.

It's reached the level that in the last several years, 5 out of 6 of our
-2-

center on the health care issue.

Those unions that have good contracts, want

on them, extend it to dental coverage, for example, if it's not included,
says, "I can't afford to pay what we're paying now.

I can't expand this.

cut back."
I don't blame the employer

If I were the employer, I'd have the same problem.

of employees that pay $100 a month for family health insurance has
5 percent in 1986 to 16 percent in 1988.

And the average employee payments

individual coverage went up 32 percent between 1988 and 1989, in just one year.
these increased cost demands on employees are resulting in a decline of coverage
it's unaffordable.
Last year, health care costs across the country for large employers increased by 18
In other areas it's a lot more than that.
you take a look at what it means in terms of our production:

A Chrysler,

to Mr. Iacocca, who supports this type of approach, over $700 of the cost of
a Chrysler in the United States goes to pay for health care for employees and
retirees and their families.
canada, the Chrysler plants there, the cost is only $223 per car.
So the statistics go on and on.

I don't want to burden you with more of it.

I'll

save some of it for later and try to reduce it as much as I can in view of our time
constraints.
d like to go on to a brief description of what the bill does.
CHAIRMAN WATSON:

Would you hold on for a minute?

SENATOR HERSCHEL ROSENTHAL:

Senator Rosenthal?

You know, I've had some concerns about your bill, but

you've convinced me; I'd like to move it.
SENATOR PETRIS:

Well, I'm delighted.

Chair decides it's the proper time.
what does the bill do?

I thank you.

Thank you, Senator.

Well, it restructures our health care financing.

Does that mean I should stop talking?

I can do it.

and I know the judge is convinced, I know when to stop.
I

abbreviate it.

And I'll ask you to do it when

You know, when I'm in court
So if I don't stop, at least

Maybe I should assume that the members know what's in the bill.

It's the same bill that we had last year and I know all of you studied it and heard
extensive testimony.
But for those whose recollection needs to be refreshed, let me quickly point out
that this would restructure the financing of our health care delivery system.
It will include long-term care.

Of all the policies that are out there today in

California on the health field, less than one percent provide long-term care; hence,
the worry that I mentioned in my opening statement.
It makes all California residents eligible.
-3-

The benefits are comprehensive.

They

include preventive care, with an emphasis on that, as a matter of fact; mental health,
care services.
It's an open plan.

Fee-for-service and prepaid health plan options will be

allowing the beneficiaries to choose their own doctors, their own medical
, their own hospital.
want to do so.
status.

The beneficiaries can stay with their current system, if

Prepaid plans have to accept patients regardless of their health

No more of this exclusion because your grandfather had a heart murmur and you
to put that in your application when you signed up for an individual insurance
No pre-existing conditions are going to be used as excuses to deprive you of

care.
The administration will be accomplished through a California Health Care
which will appoint a Health Care Director.
appointed by the Governor and the Legislature.

The Commission will be

It will include health care providers

on it as well as other representatives of our society.
One of the most meaningful parts of this is cost containment.

It occurs through

power of a single state payer, and through administrative streamlining by a
state payer.

The provider rates will be set by the Commission in negotiation

with the providers, adjusted periodically as conditions warrant.

Publicly-funded

capital improvements will be budgeted on a statewide basis, and privately-funded
improvements that cost over $500,000 each must be submitted to the Health Care
Commission for approval.
Individual hospital budgets will be negotiated and approved by the Director,
similar to the system that obtains in Canada.
We feel that from this, tremendous savings will result through the elimination of
layers of administration that we now have, and through a drastic reduction
costs.
Financing comes through a contribution from everybody:
, taxpayer.

government, employer,

All of us put into it, and all of us take out of it.

The employers would be required to pay a payroll tax in place of their existing
contribution.

I like to call it a "premium".

It's a health premium tax.

If you are

now and you have a big contract, you don't pay out anything directly to
health services; you pay it into the pool in the form of a tax.
Small businesses of 25 employees or less will be partly subsidized for the first
years that they're in business.

Employees will contribute if their earnings are

more than 250 percent of the poverty level.

Last year, that meant $15,700 a year for

one person, and $31,750 for a family of four.
The state government would contribute money through the Medi-Cal program, through
99 funds that are being made available, and then whatever additional amount
-4-

is needed will come from tax sources.
That's a brief overview.

I think it's sufficient to remind the members of what

we're trying to do.
I've skipped some of the horror stories, such as how long you have to wait in a
hospital in an emergency.
doctor.

In Alameda County, it's 18 hours before you can get a

In your county, it's 24 hours.

And the stories go on and on and people know

about it.
Let me shorten my part of the presentation, if I may, in order to call on the
witnesses, who will be brief but will cover the essential parts of the package.
CHAIRPERSON WATSON:

All right.

First, before you do that, let me ask of the

panel, are there specific questions you would like to have Senator Petris' witnesses
address?
All right, Senator Petrie.

One of the things I'm concerned about is the

elimination of the 1700 obligation section and the county as being the provider of last
resource.

Maintenance of effort, and what about the services?

And you might want to

have one of your witnesses address that particular provision.
SENATOR PETRIS:

Yes, thank you.

The first witness is Judith Bell, who is Legislative Chair of the Health Access
Group, and the Consumers Union, both of which were very active in developing this
proposal after extensive study of several proposals.

She'll talk about the waste in

our present system and how the funding that is required is arrived at through their
calculations.
Judith Bell.
MS. JUDITH BELL:

Thank you, Senator.

Right now, you'll see there are two charts

in front of you, and the one on the right shows what's happened in the last bunch of
years to spending for health care in California.

We spend now close to 12 percent of

the state's gross product on health care, and the challenge laid out by SB 36 is how to
spend this money in a systematic and rational fashion.
You'll see from that chart on the right that in 1982 California spent roughly $35
billion on health care, and that if the current trends of skyrocketing costs continue,
we'll spend $171 billion for health care in the year 2000.

We're spending more and

we're covering fewer people, and we're also covering less in the system as the years go
on.
As Health Access and other groups developed SB 36, we decided to analyze the costs
and see how much the proposal would cost based on current statistics.
SB 36 changes the way that health care is paid for, but doesn't change the way it
is delivered in a significant fashion.

We calculated health care expenses in two ways:

First, we took figures from the Federal Health care Financing Administration (HCFA) and
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eliminated those services not covered by SB 36 and came up with a figure of about $70
billion.
Next, we took the costs for each benefit.

We created a premium by blending the

that are now paid for by PERS for basic health care benefits, and then we added
that the cost for children's dental care, for long-term care, and in this area we
estimated increased use, knowing that with coverage, people would, in fact, use
care services more than they do today.

And also, we added the costs for

Medicare supplement insurance.
The result was a total of a little less than $70 billion, and what that shows us is
that we're actually spending enough; we're just not spending it right.
The current system doesn't have any budget, and it doesn't have any effective cost
controls, and it doesn't have an effective way of making sure that people get the
health care that they need.
The preceding analysis that I just discussed was reviewed by some of the best
health policy experts in the country and in the state, including Dr. Henrik Blum, who
will be speaking a little while later.
Now, even after we did this analysis we stood back and we said, "Well, how is this
"

And we were basing SB 36 on the canadian system.

more about that later.

You'll hear a little bit

But we stood back and we took a look at the waste in the

current system today, and there, what we see is those with financial resources
are getting too much medical care, and those without are not getting enough.
too much medical care can kill you.

The unnecessary procedures that are

have potentially serious side effects and ramifications.

Dr. Lewis Sullivan

and other health experts estimate that 25 percent of procedures performed today are
unnecessary.
The current system is filled with financial incentives that push providers and
others to perform wasteful procedures, and it's a link, basically, between money and
waste that we see throughout the system.
Health Access released a report recently that documented how $10 billion was being
in the current system.

And let me give you an estimate of where those dollars

and also then go through some examples of this waste.
We estimate that you could easily save 15 percent in hospital care, which is $4.8
billion; physicians, close to $3 billion; drugs, about $320 million; and that by
SB 36 and removing a lot of the unnecessary administrative layers that are in
the current system, you could save from $3-4 billion.
It s clear in our system that hospitals and doctors respond to financial
incentives.

The average occupancy rate of California hospitals is about 60 percent,

that really masks what's really happening out there, because at one private
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hospital, you can have lots of empty beds, while literally around the block you can
have a public hospital or a Kaiser Hospital that is filled to the brim.
Lower hospital occupancy rates have been shown to be tied to higher c-section
rates.

The more hospitals, the higher costs, increased capacity, which leads to

increased admissions and increased costs.
Increased technology and unnecessary technology also leads to waste.
has roughly 70 MRI's:

The Bay Area

magnetic resonancing machines which are high-tech machines;

costs about $200 million each.

British Columbia, with a similar population, has three.

Now, British Columbia probably has too few, and the doctors up there, in fact, will
say that, but the Bay Area clearly has too many.
Let me give you some idea about some of the estimates out there on unnecessary
procedures and the waste there.

And a lot of these estimates come out from different

studies that have been done at the Rand Institute and in other places.
Forty-four percent of coronary bypasses are estimated to be inappropriate.
Fifty-six percent of pacemakers are either inappropriate or questionable.
percent of angiograms.

Sixteen

Forty percent of prescriptions to seniors are seen as

unnecessary, and 15 percent of admissions of seniors to hospitals are due to
complications resulting from inappropriate medications.

Fifty percent of c-section

rates are inappropriate.
And in the area of c-section rates, there's been quite a lot of research, and there
you really see this tide of financial incentives.

Kaiser has a rate of about 20

percent, where doctors have a much lower financial incentive to perform c-sections, and
, in private hospitals, you see a 28.3 percent rate of c-sections.

In fact, women

of higher income are 76 percent more likely to have a c-section than poor women.
In this report that I mentioned earlier, we released a new study that took a look
at the admissions rates in Beverly Hills and compared them to Palo Alto, and that's the
second chart on the left.

And both of these are high income areas, both of them have

plenty of doctors, both of them have good hospital systems, and there you'll see
dramatic differences for all sorts of different procedures.
In Beverly Hills, the c-section rate is 33 percent higher.
percent higher.

Tonsillectomies are 2

All sorts of different admissions to hospitals are much higher in

Beverly Hills than Palo Alto, and there does not seem to be any particular better
health outcomes in those areas.

This seems to be one of the crazy signs of waste in

the system.
Really what we see here is a lot of waste in a system that SB 36 will rationalize.
We'll end up under SB 36 with a system that can take the dollars that are spent today,
provide care for all Californians, and provide it in a way that will keep them healthy.
CHAIRPERSON WATSON:

Thank you.
-7-

MS. BELL:

Thank you.

CHAIRPERSON WATSON:
MS. BELL:

Questions?

Next witness.

I have copies here of the Executive Summaries of the report that I'd

like to pass out to members.
SENATOR PETRIS:

Thank you very much.

our next witness is Dr. Henrik Blum, who has a very distinguished medical career:
He's taught at medical schools; he's run hospitals; he's been a county health officer;
he's been in both the public and private sector; he knows the medical picture from all
different approaches.

At the present time, he's in charge of the Experimental Medical

School at UC, Berkeley.
CHAIRPERSON WATSON:

We want to welcome Dr. Blum.

He's a well distinguished and

noted person in the field of health and education, and we welcome you here and we
listen to what you have to say.
DR. HENRIK BLUM:

Thank you, Madam Chair.

I'm going to restrict myself to a few very simple, but terribly important,
concerns.

One is the fear on the part of many people that with more legislation,

somehow we will further interrupt the patient-doctor relationship, which is pretty
darned important when you think about when you go to the doctor and somebody that you
want to listen to you and understand you.
And I'd like to point out that under the present system, we are disrupting that
relationship routinely, as patients slip from having adequate funds to go to their
doctor, having adequate coverage to go to the physician.

They usually slip over to

another set of programs -- in some cases Medi-Cal, in some cases "catch as catch can":
the doctor loses the patient, the patient loses the doctor.
about that.

I think I'm more worried

And when you have complex illnesses, you don't need to lose a doctor.

In the East Bay -- and it's not atypical elsewhere because more and more costs are
being shifted to employed people -- they are having to interrupt their relationships by
picking a different kind of insurance, and the doctor doesn't necessarily go with the
insurance.

You go with this plan, these doctors are in it.

another group of doctors are in it.

You go to that plan,

And your relationship is severed again.

so that

it's not just maybe you shifted to County Hospital or maybe you shifted to Medi-Cal and
doctors won't -- they can't afford to really take Medi-Cal anywhere in this state -but I'm just pointing out that relationships are disrupted because we have a crazy
And under Senator Petrie' bill, people would be covered and they would have
a choice of any version they wanted, whether it's solo practice, and which practitioner
groups if they prefer to go to a group, that would be available.

And there's really

not available now, as much as we talk about the freedom of choosing your doctor.
of you know that you can't choose a doctor at all unless they're fit in a certain
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Many

category and you fit in it.
One more point, and that is that I think you have to realize when you talk about a
physician working, that some 50 percent or more often of a physician's income goes
directly to overhead.

That's a tremendous figure and it's no accident.

The kinds of

rules, regulations, controls, and insurance papers that an office has to fill out.
Most of the offices I know have gone from one secretary to two secretaries to three
secretaries, just to get their money, and sometimes they still don't get it.
And that's a cost that we typically don't talk about when we talk about
administration.
doctors.

You say, well, that's the doctor's segment; that's the money we pay to

The truth of the matter is, it's money you pay to them that they have to pay

out that is typically caused by a multitude of insurance schemes, a multitude of
government schemes, and you see, this would kind of get rid of all of that.
So that it's an interesting anomaly-- and we'll hear from our wonderful guest -it's an interesting anomaly that physicians in canada have infinitely more freedom,
infinitely less paperwork, patients can pick any physician they want and do, and all
that goes on under a program that is broadly financed so that everybody's picked up by
it.

It really is kind of remarkable.
Thank you.
CHAIRPERSON WATSON:

Thank you so much, Doctor.

SENATOR KEN MADDY:

I'd like to ask the doctor a question.

CHAIRPERSON WATSON:
SENATOR MADDY:

Yes, Senator Maddy.

Doctor, in American life, as we understand it, I would be

hard-pressed to convince my constituents that a government-operated program would
create (quote) "less paperwork" than a private program.
rhetorical statement.

I mean, I only make that

If you've got evidence that any government program that I've

ever seen created in America presents less paperwork to people, I'll put in with you.
But I've never known it.
DR. BLUM:

Well, it wouldn't be hard to -- if you count dollars spent for

paperwork, it wouldn't be hard to make that point in the United States.

All government

programs

and the two biggies that we're concerned with here:

Medicare and

Medi-Cal

and I'm not defending Medi-Cal; I really have more than a few bones to pick

with that program -- but notwithstanding, the administration costs are very low.
However, in the doctor's office, they are not low, and that's the point I was making,
that there are all kinds of painful things going on there.

And we're saying that if

physicians were paid, either their per capitation, through organization -- if you go
look at the paperwork at Kaiser, it simply doesn't exist as we know it for the usual
insurance procedures.
Now, if you go look at the open market, and the state would take in all the doctors
-9-

who wanted to practice solo, in essence you have another kind of a big HMO, if you
will, with the state at the helm.

You can cut the paperwork to the bone.

You're not

proving anything; you don't have to prove whether you belong, whether it pre-existed.
The paperwork simply starts melting away.
Now, under the present system, it hasn't melted away because you're constantly
building in restrictions.

It's just for this group, prove it's in this group, it's

just for that group, prove it •••

I know where your feelings come from because we all

tend to share in the same experiences, but this is a very different experience.
SENATOR MADDY:
DR. BLUM:

Is the University without paperwork that you work in?

Oh, I wouldn't say so, since I catch a fair bit of it.

SENATOR MADDY:

This place is not without paperwork.

budget procedure here.

We've just gone through the

We have a 12.6 shortfall in revenues.

There is nothing that we

have seen that doesn't --that government does that doesn't create paperwork.

That's

part of our problem.
DR. BLUM:

Yeah, but I guess I'm saying that if we were to pay through Kaiser --

pay through customary channels of medical care without the restrictions of prove that
you belong to this one, or prove that you don't belong, whatever the case is, the
paperwork tends to melt away.
set of funds.

It has in every single country in which there is a basic

It really comes very, very

The paperwork melts away.

I

could give you anecdotes of all kinds about care in other countries, which have full
coverage.

That's the difference:

SENATOR PETRIS:

full coverage versus restrictive coverage.

May I just add one minute to that, because I asked the same

question Senator Maddy asked when I was first approached to carry this great bill.

And

I can say that with all due modesty because I didn't draft the bill; all these other
folks did.

I said, "Don't give me a bill that has a government commission on top of

everything else we have."

That's a good question; we're all concerned.

The fact is, that the private plans have a 20 percent overhead with their paperwork
across the board.
3 (percent).

Medi-Cal, much maligned as it is, is 5 percent, and Medicare is only

Remarkable administrative overhead records.

Now, they've got other

problems, I'll grant you.
And this system is a single-payer system, and that's what makes it much more
efficient than the total hodgepodge and combination of many, many different plans and
overheads that we have now.
CHAIRPERSON WATSON:
SENATOR PETRIS:

And we'll get more on that as we move along.

All righty.

Now, the next witness is Mr. Lee Strobehn, representing the

California Senior Legislature.
MR. LEE STROBEHN:

Thank you, Madam Chair.

The California Senior Legislature, since 1985, every year has determined that
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statewide health care reform should be its number one priority.

It has insisted that

long-term care be included as an integral part of whatever plan be developed.

And I

want to talk about long-term care, and I don't want to talk in an abstract way.
to talk about real people.

I want

I want to talk about people living this instant in a

mobilehome park in Ojai where I come from in Ventura County.
This couple represents 55 years of marriage to each other.
old.

The husband is 83 years

He's of short stature; he's frail; his gait is unstable because he has spinal

osteoarthritis and it takes him quite a while to move from the bedroom to his kitchen.
He has episodes of dizziness.

But he is the sole caretaker of his wife who is 80 years

old.
She's bedridden from multiple craniotomies, from tumors.

She's diapered; she has a

catheter; she's very blind; she's not oriented to time or place; she's suffers from
insomnia, which makes great demands upon her husband 24 hours a day.

She's on multiple

medications.
They get the maximum in help from Medicare.
every week.

They get three hours of personal care

And once every two weeks, an RN drops in, and her main job is to line up

the medications, and she hopes that the husband will be able to remember to give them
in the proper number and the proper sequence.
They've hired private help four days a week, two to three hours each day, at $10 an
hour.
At this point, they don't qualify for Medi-Cal.

The professionals advise that the

wife be admitted to a nursing home, but the husband is scared.

He resists because he

knows that there would be a very rapid depletion of all of his assets.
has been quoted to him in Ojai is $3,200 a month.

The fee that

And you know, these managers of

skilled nursing facilities are wise enough to determine the assets of a couple and they
draw up contracts which are coordinated with those assets.
very clear:
to move.

And the implications are

When those assets have run out, the patient, the client, will be expected

And the nearest Medi-Cal facility is in Fillmore, which is 28 miles away, or

in Simi Valley, which is 55 miles away, or in Los Angeles.

And when that happens, this

couple, that has been together for half a century, will probably never see each other
again.
My notebook is full of cases like that from Ojai.
we have people who are medi-medi.
and Medicare.
eligibility.

That means that they qualify for both Medi-Cal

And in one case, the dependent spouse qualifies for nursing home
But the couple is absolutely dependent on both Social Security checks,

and if one of those is lost, the partner becomes homeless; and when that happens, he
plans to live in a small camper and move from place to place in parks until his parking
permit expires.
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What I want to point out with these stories is that the central issue here is
money, and it shouldn't be that way.

People at the ends of their lives, at the ends of

their productive lives, should not be sucked into a whirlpool of financial problems.
And our whole health care system has been turned into one where the essential emphasis
is on money, rather than on the provision of health care.

social security and Unemployment Insurance were borne on the Great Depression when
unemployment was 20 percent and the government was choked on debt.

Those elements --

Social Security and Unemployment Insurance -- became the points of a social compass
which has served to stabilize our social structure ever sense.
We have a similar opportunity right now to stabilize our society which is beset
with social and fiscal unrest.

We're faced with an inflationary phenomenon on health

care which is simply out of control.
middleman.

What can we do about it?

We can cut administrative waste by doing that.

We can eliminate the

And we can provide on a

social insurance basis, at less than we spend now, an improved system of health care
for everyone, and that's what SB 36 does.
You must realize that long-term care especially is an inescapable responsibility
and it has to be included in whatever health plan that's developed, and I'm proud to
say that it's part of SB 36.
Thank you.
CHAIRPERSON WATSON:

Thank you very much.

May I ask that you reduce your remarks to three minutes because we do have other
items and we do have members waiting.
SENATOR PETRIS:

So I'd appreciate that cooperation.

We have actually only two more witnesses scheduled, although they

may call on a couple for a brief comment.
The next one is Mary Ann O'Sullivan, who is Director of Health Access, which is the
key architect of this bill, working as the umbrella for a large number of organizations
under them:
MS.

MARY

labor unions, consumer unions, senior citizen groups, and others.
ANN O'SULLIVAN:

Thank you.

What I want to do is to just simply introduce two other people who are going to
talk about what's happened to them and their families.
We, in our offices, every day are getting calls from people who are saying, "I
thought I was covered," and are finding out that as this crisis chomps its way up the
income ladder, more and more middle-class families and insured families are being hard
hit.
Marilu Comacho and Walt Seaver are the two people who are going to speak, and
behind them are literally thousands of people who have similarly tragic stories.
The one thing that we've learned, and I think that is so striking from all this, is
that somehow these families manage to learn how to deal with -- or to try their hardest
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to deal with and cope with catastrophic illness when it strikes one of their family
members.

It's a terribly difficult thing to deal with and they manage to.

The thing that seems to be •••
CHAIRPERSON WATSON:
MS. O'SULLIVAN:

Do you want to let them speak?

I want to finish what I'm saying and then they'll •••

CHAIRPERSON WATSON:

Okay, we've got to really limit the time, so wouldn't you like

to introduce them and let them tell the story?
MS. O'SULLIVAN:

One sentence to finish.

The thing that seems to be so difficult

for these families to reconcile themselves to is the arbitrary way with which they were
treated by the existing system.
And so Marilu Camacho and then Walt Seaver.
MS. MARILU COMACHO:

Good afternoon.

My name is Marilu Camacho.

I'm a native

Californian.
Three years ago our youngest son -- Steven Estrada -- woke up with a severe
headache.

It turned out that he had a severe head bleed, which required 20 hours of

surgery and disabled him to the point where he is considered a long-term patient.
My husband and I raised six children between us, and were always teamstered
employed and had two insurance policies to care for our own family.
After raising our six children, my husband and I were at a point in our life where
we were grateful all our children were grown, independent, healthy, law-abiding
taxpayers.
Steven always worked for large corporations after he graduated from high school.
About six months before he came down with this awful disability, he decided to go into
business for himself and give it at least six months to figure out if he could continue
on his own or if he would have to go back the establishment.

He was following an

American Dream and it was the wrong time.
Unlike Brady, who was shot in the head and was forced with therapy to get better,
my son had a head bleed but was not forced to get better.

There are therapies

available that would help him get better, but the Medi-Cal/Medicare system will not pay
for them unless you meet certain criterias in life.
I feel that in this land of plenty, shouldn't there be a better way to address all
health issues for all of us?
Thank you.
CHAIRPERSON WATSON:
MR. WALT SEAVER:

Thank you.

Good afternoon.

My name is Walt Seaver, and I'm going to walk

you through six years of my daughter's life.
In 1984, my daughter was diagnosed with acute lymphoblastic leukemia.
I had just started a new job; I did not qualify for the health plan.
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At the time

I got to San Francisco with her, got her into a good hospital, a physician who
didn't charge me, and the hospital, they didn't charge us either.

We qualified for a

federal program; they didn't charge us.
This went on for a while.

My daughter's health was fairly good; she went into

remission and she was stable.
put on the health plan; I went for about a year and

I

they paid it.

I

"We'll cover it."

I

submitted a claim and

contacted them, told her she had a pre-existing illness; they said,
I

thought

I

was in heaven.

In 1986 her total health care bill was $4,300.
In 1987, it went up to $39,000.

It wasn't too bad; they paid.

She started to deteriorate just a little bit.

In 1988, by June of 1988, Emma's health care had gone up to $78,000.

At this time,

I was working for a small farming operation; had 17 employees and dependents on a
policy.

My employer was $6,000 a month premium.

June 30th is when we were in the hospital.

The July premium came; it was $18,000.

Keep in mind June is the very month we exceeded the annual premium in health care
costs.

Eighteen thousand dollars a month amounts to $220,000 a year.

a small farmer -- that's all profit -- he couldn't afford it.

My employer was

He called me in, told me

he was going to have to change companies and drop the plan.
We were in the middle of a 12-day hospital stay.
stay.

Our coverage was cut mid-hospital

I submitted the bills; they paid it to June 30th; they did not pay after that.

We continued to go to the hospital; they didn't turn us away.
on August 11th, I applied for Medi-Cal.

It turned out to be a hassle.

I applied

for SSI, and when you qualify through the federal program for SSI, you automatically
get Medi-Cal.
So we were covered at that point -1 and August the 11th.

I

think her $35,000 worth of bills between July

But that, again, the hospital was good to us; they reduced

that.
What I want to say here is:

Not only was my daughter singled out through this

insurance plan; the 17 other employees involved here, just through affiliation with me
for the fact that they worked with me, they were denied health care.
of insurance for my daughter.

I signed a waiver

The new premium for the new plan was $5,600; we were all

covered again.
I

think it's just a way that they singled us out, got us off the plan.

It's not

The health care system as it functions today did not work for us; it does not
work now.
I sent a letter to the Department of Insurance; I got a form letter back.
get any help from anyone.

we were on our own.

Luckily, because I chose to be with my

daughter -- I was not working -- I qualified for Medi-Cal in 1988.
-14-

I didn't

That's the only way

we got it.

My only other options were (1) divorce my wife and leave her so she would

be a mother of three with no outside form of income; that would destroy the family
unit.

My other options were not too good.

I don't understand why, in this day and age, that our children -- we can't afford
coverage for our children.

If we can't provide for the future, why even bother?

I was astounded, and I'm still astounded.

I reach out now and I help other people;

I come here to do this.
It hurts badly.

My daughter died November 24th, 1989, due to complications of her

disease.
I want to make this statement, that the insurance company did not cause my daughter
to die; she died of complications of her disease.

What they did was they took away

valuable time that I could have spent with her, because I was forced to fund raise for
treatment that we deemed necessary.
The reason I am here, is I am here to urge you -- I'm an advocate of change today.
The system, as it exists, does not work for us; it does not work for many.

I'm here to

beg you to change; to instigate some form of change, because as it works today, people
are dying in the system.
have done something.

If you do some change, and people continue to do, at least we

We have made an effort.

Thank you.
CHAIRPERSON WATSON:
SENATOR PETRIS:

Thank you very much.

Now, our last witness is •••

CHAIRPERSON WATSON:

Yeah, we're going to have to really speed this up or we won't

have a quorum.
SENATOR PETRIS:
invitation.

Yeah, we only have one more.

She came down from Canada at my

Dr. Hedy Fry is President of the British Columbian Medical Association,

composed of about 6,500 members in that Province in canada, which has a plan similar to
this.

our plan here was adopted.

They don't have a single plan in Canada -- it's

based on the difference Provinces --with a national policy.

And I've asked Dr. Fry to

come in and tell us how it works up there and to answer questions, because there's a
lot of mythology down here that's being circulated about the Canadian plan, which is
simply untrue.
Dr. Fry.
CHAIRPERSON WATSON:

And members, please raise any questions you might have.

Senator Mello?
SENATOR HENRY MELLO:

Just before, I had the pleasure of meeting with the Doctor

yesterday and I was tremendously impressed, and I would like to ask, Madam Chair, if
you would lift that three-minute maximum as a courtesy to such a distinguished person
and knowledgeable, and also as a courtesy to a visitor from our neighboring country
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who's taken of her time to come here to help inform us of her plan.

I know she'll be

brief, but I just don't want her operating under a three-minute time frame because that
will put constraints on her.
CHAIRPERSON WATSON:

Well, I understand that too.

quorum, and I'm seeing members leaving.
SENATOR PETRIS:
SENATOR PETRIS:

All right, this is your last •••

Hopefully, they'll be back.

CHAIRPERSON WATSON:

I just hope we can retain a

Yes, that's my last witness.

All right, thank you.

Oh, I might add, I not only asked her to come in as a doctor, but

after I met her and saw her, I realize she's also here as a consumer.
members to take a good look at her.

She's actually about 88 years old.

Thanks to the Canadian plan, she's in great shape.
DR. HEDY FRY:

I want the
(Laughter)

(Laughter)

What can I say, Madam Chair.

Thank you very much for allowing me the opportunity to come and talk to you about
the Canadian system of health care.
I have difficulty beginning to say what I have to say.

It's because I was

extremely moved by the stories of the last two Californians.
physician and I represent the physicians of British Columbia.

I'm a practicing
This sort of story would

never happen in Canada, and it just grieves me to think that in a country like the
United States, which we, in Canada, look towards for being one of the most powerful
economic forces in the world, with an absolutely wonderful democratic system of
government, that this should occur.
I just wanted to explain to you the Canadian system of health care.

It is a

national system and it began 25 years ago because it was felt that no Canadian should
have to suffer financial hardship when there was catastrophic illness.

Every single

canadian citizen is covered from cradle to grave with equal quality care in the whole
country of Canada.

The person who sleeps under the bridge gets the same quality of

care, equal care, access to every single technology that is available in our modern
medical system as the head of the largest corporation in Canada.

There is absolutely

no prejudice, there is absolutely no difference in the quality of care to these people.
I would like to focus a little bit on British Columbia because that's where I come
from.
The system of Canadian health care is one funded with a contribution from the
federal government, but the jurisdiction for health care itself, the provision of
services, and the administration of the system is one by the individual provinces,
which is the equivalent of your states.

So if we talked about British Columbia as a

state, the British Columbian government is the sole provider and funder of health care
to the people of British Columbia.
As I said before, we provide cradle to grave care, at a cost that is much lower
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than yours.

It costs 6 percent of our gross domestic product to fund health care for

all of our citizens, and that, I gather, is opposed to your 12 percent when you still
have 6 million people who are not covered.
CHAIRPERSON WATSON:
DR. FRY:

Six percent.

CHAIRPERSON WATSON:
DR. FRY:

How much, 16, did you say?
Six.

As opposed to 12 percent in your country -- in your state, and you have 6

million people who are not covered.
In other words, we spend less money per capita for the care of our people.

We

spend about $1,800 per capita for care as opposed to $2,500 per capita for care.
Our total outcomes are excellent.

We have an infant mortality rate of about 7.9

per thousand as opposed to something like 12 to 13 per thousand in the United States.
So I would like to say that we, in fact, do fewer procedures, not because we don't
have the ability to do them, but because we feel that it's wasteful to do procedures
that are not necessary.

Everyone gets absolutely perfect care, good care, with great

outcomes for less money, and we do not do unnecessary procedures.
The public are satisfied with the system.
government is held accountable for the system.

They're satisfied because their
They're satisfied because the

physicians are held accountable for the system.

It is the highest priority in any

survey that is done in Canada; health care has the highest priority for all of the
canadians, and they, in fact, voted about a year ago in a survey to pay higher taxes,
if necessary, in order to keep the standard of health care that we have.
The government likes the system because they get good political mileage out of it.
They are seen as being wonderous people who give good health care, and when we compare
ourselves with those of you south of our border, we think that we're doing very well,
and the government, of course, capitalizes on it.

Every single party in Canada is

committed to the Canadian health care system, and each one tries to outdo themselves in
making sure that it is kept sacred, because it is, in fact, a "sacred cow".
In Canada, health care is.
The physicians -- as a physician, I'd like to just speak to you very quickly about
how we feel about health care.
We are committed as professionals to the system of Canadian health care.
not trade it for any other system.

We will

The reason that we are, in fact, committed to it is

because we are an autonomous profession:

We are free to practice where we choose to

practice, how we choose to practice, what we choose to practice.

We are free to see

any patient we choose to, and patients are free to choose any physician that they wish.
We find that the administrative costs are much lower for us because we only have
one group of people to bill.

The billing on every day in my office takes about five
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minutes.

It's done by computer.

get paid every two weeks.
I get paid, yes.

It goes straight into the government offices, and I

I'm usually paid all that I need in about -- every two weeks

If I'm not paid within 30 days -- it can go to 60 days -- but if in

60 days I'm not paid for my bills, I get interest on that amount.
There are no restrictions to access either for me as a physician to the system, and
no restrictions to access to my patients.
I would like to say that what I have to do when I see my patients is foster a
doctor-patient relationship.

The only thing I'm concerned about when a patient sits in

front of me is what is wrong with the patient and what can I do to help.

And that is

all I'm concerned about.

It doesn't really matter to me what that patient's

socioeconomic status is.

It doesn't matter to me if that patient is someone who lives

under a bridge of if that patient is the Governor or the Premiere of our Province.
That patient gets the same care and I don't have to worry.

All I have to worry about

is doing the best care I can.
I think that it leaves us and it frees us, as physicians, to do exactly what I've
always wanted to do, which is practice medicine for the good of my patients.

And it

leaves me to worry about only one thing, and that is the ethics of the type of care I
do, my own education, my continuing education.
Every year, if I wish to get paid -- we work on a fee-for-service basis -- every
year when we wish to increase our fees, we go to the government and we negotiate an
increase in fees, and we do that as a medical association.

We negotiate for all of the

physicians in the Province.
Physicians are therefore free to be patient advocates.
health care system.

We are watchdogs of a

we tell the people when we think the system isn't working well,

and we tell our government when we think the system isn't working well.
And it therefore stands that physicians are what we should be.
people to get a good health care system.

We work with the

We are partners with the people and we're

partners with our government.
And I will be very glad to answer any questions that you would have about our
system, but I would like to say that we have just presented to a World Commission on
Health Care and we have again reiterated the commitment of the physicians to the health
care system in Canada.
CHAIRPERSON WATSON:

Thank you.

Senator Calderon.
SENATOR CHARLES CALDERON:

You indicated you're free to practice how you wish,

where you wish, the type of medicine that you wish, set your own hours and completely
autonomous.

And I want to ask you a question, which is sort of preparatory to a

follow-up question.
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The first one is -- however, I might observe you're not free to set your own fee.
DR. FRY:

No, we're not free to set our own fee, per se.

But we negotiate with the

government for a pot of money, and we, as physicians, set the fees that we think are
appropriate for the specialist, general practitioners, or whoever, with that pot of
money.

So, in essence, we determine what we choose to pay the physicians out of that

pot of money.
SENATOR CALDERON:

So in a country now, where we practice some form of a free

market system -- we have a profession, a medical profession, medical providers that
feel that they establish or offer a fair fee for their services -- what's the best
argument that you could offer me as a policymaker in talking to any of these providers
that they should accept a lowered expectation in terms of the fees that they would
charge for their services?
DR. FRY:

You mean the physicians would have to accept a lower remuneration?

I

don't think that it will cause the physicians a great deal of trouble, mainly because
the thing is, they won't have to pay as much on administrative costs; that it will cost
them less to run their businesses so that they will have more net profit from whatever
it is they earn, firstly.
Secondly, and with all due respect, I would not choose to work in this country
because I would have administrators who were non-physicians telling me how to treat my
patients and I will never choose to do that.
SENATOR CALDERON:

Now let me ask you just a couple of leading questions.

What is

your medical malpractice insurance premium rate?
DR. FRY:

Well, I'm on a very high risk level because I do obstetrics -- I deliver

babies -- and therefore, I'm on the second highest level after an anesthetist, and I
pay about $1,900 a year.
SENATOR PETRIS:

I rest my case.

SENATOR CALDERON:
CHAIRPERSON WATSON:
DR. FRY:

(Laughter)

No further questions, Your Honor.
What's the population of British Columbia?

Three million.

CHAIRPERSON WATSON:

Three million.

And within your practice area, what's the

population?
DR. FRY:

A little over a million.

CHAIRPERSON WATSON:

Mm hm.

I practice in Greater Vancouver.

Yeah, numbers do make a difference.

Are there other questions?
SENATOR MELLO:

Madam Chair, just to follow up on Mr. Calderon.

That was a great

question he asked, because as you know, malpractice here for OB/GYN's, it runs about
$60,000.

But isn't it true also, as you negotiate that fee, that you pay for your

liability insurance and you get reimbursed by your government for that fee?
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DR. FRY:

we negotiate benefits as well, and that's one reason why it's also more

profitable to practice in British Columbia.
the government reimburses me for it.

I do not pay my own liability insurance;

And they also pay for my continuing medical

education so that I can get -- once a year I can go get upgraded in my skills.

They

also pay me a disability insurance, if I bill more than $15,000 a year, which
practically most physicians do -- in fact, bill a lot more than that -- but I will get
disability insurance if I become disabled from the government for that.
And we have recently, in British Columbia, which is, in fact, only in British
Columbia at the moment, the physicians have just negotiated a retirement fund for when
we retire from the government.
Madam Chair, I just wanted to comment.
difference.

You did say that the numbers make a

I don't know that the numbers make a difference.

I think per capita our

costs are much lower, and we provide cradle to grave care for every single person.
CHAIRPERSON WATSON:

Well, what's your overall cost to your program in British

Columbia?
DR. FRY:

Six percent of our gross domestic product.

CHAIRPERSON WATSON:
DR. FRY:

What does that mean in real dollars?

That means 6 percent of the whole amount of money that the government has

every year to spend on programs.
CHAIRPERSON WATSON:
DR. FRY:

SENATOR CALDERON:

Three billion?
What is the average income for a physician in British Columbia?

$179,000 gross.

SENATOR CALDERON:
DR. FRY:

Let's say for last year.

It's about $3 billion.

CHAIRPERSON WATSON:

DR. FRY:

Do you have any idea what that is?

And what would be a high end?

Net, that would be about $80,000.

SENATOR CALDERON:

What about on the high end?

Do you have specialty doctors,

physicians?
DR. FRY:

Yes.

We have specialty physicians, but I think one of the reasons that

the costs are kept down is that the General Practitioner -- and 55 percent of
physicians are General Practitioners -- and they are the gatekeepers of the system.

In

other words, you go to see a General Practitioner who then decides whether or not you
need to see a specialist, and specialists are paid more than General Practitioners,
depending on what the specialist does.

So specialists function in Canada purely as

specialists, and we refer patients to specialists as the needs arise.
SENATOR CALDERON:

What about choice?

If I'm in British Columbia, can I go to any

doctor that I choose to see?
DR. FRY:

Yes.

You can go to more than one doctor if you choose and you didn't
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like the opinions of the first one; you can get a second opinion or a third one, I
suppose, if you wished.
SENATOR CALDERON:

And what in terms of salary, what's the high end, would you say,

for a physician?
DR. FRY:

Well, we do have some, as we call them, "super specialists".

That's

people who sort of look after very, very subspecialties, and some of them can earn
gross about $800,000 a year.
SENATOR CALDERON:

So in your opinion -- you're obviously not just a practicing

physician, you're involved with policy as well in your province -- as an observer, an
interested observer, what would you attribute

and how is it that you in British

Columbia have been able to achieve what seems to allude us here in California?

Where

do you perceive to be the cost, or the rising medical costs in our system?
DR. FRY:

Well, I think the cost in your system is taken up by administration.

You

have a whole layer of administrative bureaucrats who are non-physicians who have to be
paid for doing all of the things that they do.
SENATOR CALDERON:
DR. FRY:

Meaning, who are they?

I guess within your insurance programs or within your programs you have

people who are managing the care.

They're telling you how to do it and what to do it.

The only person who manages care in Canada is the physician.
CHAIRPERSON WATSON:

In the hospital, how do you run your hospital?

hospital administrator and the managerial and supervisorial level?
DR. FRY:

Well, I will give you an example.

What about a

How is that ••• ?

In our hospitals, for instance, we

will have about five people working in administration just to do the billings for the
government.

And I gather here you may have about a whole floor of people doing the

same thing.
CHAIRPERSON WATSON:
DR. FRY:

Is that done?

The hospital.

CHAIRPERSON WATSON:
DR. FRY:

Who orders supplies and so on?
Those five people would do that?

No, they're just responsible for billing the system.

And then, of

course, we have administrators who are physicians or non-physicians who would do
ordering, etc.

But our administrative costs are not as high as yours.

SENATOR CALDERON:

Now, would you say that the -- your population is lower.

that that was something we mentioned.

I know

Your population in British Columbia is 3 million

versus, you know, our population.
CHAIRPERSON WATSON:
SENATOR CALDERON:

Thirty million.
Thirty million here in California.

But still, would you

maintain that percentage-wise there would still be a savings in terms of administration
even for 30 million people?
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DR. FRY:

Yes, I think-- I'm just describing British Columbia, but you must

understand that that same system operates across canada
health care system is based on five major pillars:

In other words, the Canadian

comprehensiveness of care, which

means cradle to grave care and every type of care that is accessible to you.

Not only

do we provide illness care but we provide health promotion and disease prevention.

We

also have accessibility, which means that every Canadian must have access to health
care when they need it.

We have portability, which means that if I moved out of

British Columbia to go on a holiday to Ontario and I became ill, I will get the same
kind of care that I would get in British Columbia at no cost to me.

And, of course,

nonprofit public administration, which means that the government administers it.

And

those are the pillars of Canadian Medicare.
CHAIRPERSON WATSON:

I'm going to ask if you would remain where you are.

going to bring the opposition up.

We're

Doctors dislike the Canadian program, on the most

part, and I'd like you to. be available to respond to some of the issues that are
raised.
SENATOR CALDERON:

My I ask one more question?

CHAIRPERSON WATSON:
SENATOR CALDERON:

Thank you.

over the last 20 years?
DR. FRY:

Senator Calderon?
What has been your increase in health care, say,

Health care costs.

I couldn't tell you what it was over the last 20 years, but I could tell

you that over the last 10 years we have kept that percentage cost, which is 6 percent
of our gross domestic product, on a plateau.

We haven't increased that cost at all

over the last 10 years.
For all of canada, it's, in fact, about 8.4 percent of the gross national product,
and that's remained that way for the last 10 years.
Actually, about 10 years ago, you, in the United States, and Canada were costing
the same percentage for your system.

You have kept increasing your costs until you are

now almost close to 12 and we have kept our costs pretty level.
SENATOR CALDERON:
British Columbia?
DR. FRY:

And what percentage of every dollar goes to government taxes in

You may not know the answer but if you do.

About -- I don't know what percentage of every dollar because we pay the

taxes to the federal government who then transfer taxes to the provinces on a per
capita basis, and I think it is probably about 12 percent of the taxes paid to the
federal government.

No, sorry, 12 percent of our dollar that will go to the provincial

government.
SENATOR CALDERON:

But you have a premium tax, in effect, on each person in British

Columbia?
DR. FRY:

This is unique to British Columbia.
-22-

Each province gets a federal

contribution to one's health care, and then the province has to make up the rest.

The

federal contribution used to be about 50 percent of the costs; it's now slightly less.
And so the province has to make up that amount.
tax.

Some provinces choose to have a health

In British Columbia we've got a bit of both:

premiums which cover physicians' services only.

We have a tax and we also have

And so each individual pays premiums.

If you cannot afford to pay premiums, you still have access to care.

But the

population choose to pay premiums because they understand that it helps to fund the
system.
SENATOR CALDERON:
DR. FRY:

And what is that premium?

For a family of three or more, it's about $62 a month.

SENATOR MIKE THOMPSON:
CHAIRPERSON WATSON:
SENATOR THOMPSON:

Madam Chair?

Yes, Senator Thompson.
Question, Doctor.

or your fee for an office visit?
for your reimbursement.

Could you tell us what your average cost is,

And I'd like to know also how long you have to wait

If you could just take a second to explain how you go about

applying for that reimbursement.
DR. FRY:

Let's say, for instance, you came to me because you had a shoulder pain

and you'd been playing too much tennis or something.

I would get $21.25 for that.

We've just negotiated that I will probably be getting about $23.20 for that now.

I

will then punch that into a computer, and I will usually be paid the majority of that
within 30 days.

And as I said, if it's more than 60 days, I will get interest on it.

SENATOR THOMPSON:

So it's direct billing from your office to the governmental

entity that handles the reimbursement and it takes less than a month.
DR. FRY:

Yes.

And that kind of computer billing or direct billing has decreased

the administrative costs for governments recently.
CHAIRPERSON WATSON:

Do all of you have computers in your offices to directly send

that information?
DR. FRY:

There are some single practitioners, solo practitioners, who do not --

didn't want to get computers, and so they use billing services, and that costs them
about $100 a month.

The billing service will punch in the computer for them.

CHAIRPERSON WATSON:

Any other questions?

(?)SENATOR CALDERON/THOMPSON:
DR. FRY:

Well, what about your other overhead, you know.

Rent?

SENATOR CALDERON/THOMPSON:
DR. FRY:

Yes.

Tools of the trade.

Yeah.

Yes, well, again, rent and staff -- and I would say that rents are

probably very similar to what it is in California.

As you well know, the West Coast

has a much higher cost of living than the East Coast; at least in Canada it does.
But I only require one staff person to look after my patients, my billing, my
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, my telephone calls, whatever I do.

hire one staff person.

So on

staff alone I tend to -- would have less cost than you would have here.
CHAIRPERSON WATSON:

Well, and I can understand it with your small population.

we

have 30 million people and we have a lot of people who are coming into the state
without any health care ever, or education, or even
the emergency room.

the system; and they use

The emergency room has the highest state-of-the-art equipment.

Now, one of the reasons why our costs go up is because of the new technology and
the new needs.

New people come in with different kinds of needs for health care which

become more costly.
DR. FRY:

In Canada, we have a very positive immigration policy.

we have

immigrants coming into Canada all the time, and we have cross-provincial border
migration all the time.

That makes absolutely no difference in the system.

We do have state-of-the-art technology.
have new tests.

We do have AIDS, we have new diseases, we

our outcomes are as good as yours.

our Cancer control Agency in

British Columbia is probably one of the best agencies in North America.
for a lot of information on cancer treatment.

You look to us

So I would say that our technology is as

as yours.
CHAIRPERSON WATSON:

What kind of benefits -- if a person comes in and requires

acupuncture, chiropractic services, podiatric services
DR. FRY:

Yes.

CHAIRPERSON WATSON:
DR. FRY:

Mental health services.

Yes.

CHAIRPERSON WATSON:
DR. FRY:

you provide those?

Okay, psychological services?

A psychologist is not payable under the medical plan.

Psychiatrists are,

mental health workers are, but psychologists, for some reason, haven't lobbied well
enough to get themselves involved.
that you can get psychologist care.

But we do have an extra benefit that you can buy,
But the point is, that a psychiatrist is equally

available to you and so is a psychiatric nurse for care if you need it.
CHAIRPERSON WATSON:
SENATOR PETRIS:
comparable to ours.
and 30 million.

Are there other questions?

Yes, on the numbers, the total population of canada is roughly
It's somewhere, what is it, over 25 million.

Somewhere been 25

So our state should probably be compared to the nation as a whole.

And the 3 million in her province would just cover the East Bay -- I mean, the Bay
Area.

Those are the comparables.

CHAIRPERSON WATSON:

I'm thinking of the Los Angeles county area:

Almost 12

million people.
SENATOR PETRIS:
DR. FRY:

Yeah, much bigger.

Would you excuse me.

I think the incidence of AIDS in British Columbia
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is very

and is comparable to California.

So we do have -- and we pay -- we look

after all of our AIDS patients.
CHAIRPERSON WATSON:
SENATOR MADDY:

Senator Petrie.

Senator Maddy.

Madam Chair, I'm sorry,

missed

of it.

Did the Doctor

other than the psychologist services, are there other limitations on services or
benefits and treatments?
DR. FRY:

No, there is no limitation on benefits and treatments, except for

long-term care for the elderly.

You have to pay a per diem for an institution.

If

you're going to live in an institution, your medical services are free -- you still
don't have to worry about that -- but the actual cost of living in an institution, if
you need long-term care as a geriatric

, you pay $19 a day, extra.

Obviously,

if you don't have the $19 a day extra, the government will subsidize it for you.
SENATOR MADDY:

Is there any limitation on

you can perform on any patient?

for instance, the type of surgery

Or is that elective surgery?

Is there any limitations

on what procedures?
DR. FRY:

No, there are no limitations on procedures.

I, as a physician, will

choose the procedures that I think is beet for the patient and I will do them.
tells me how to do them, neither the

nr•v~•rr1m~~nr

No one

nor any governing body tells me what to

do.
SENATOR MADDY:
DR. FRY:

If you wanted to do cosmetic surgery you could do that?

Cosmetic surgery is not considered to be

so that s not paid for.
SENATOR MADDY:

required specifically,

That's probably the

Is there other non-medically required items, other than cosmetic

surgery, that are on the list?
DR. FRY:

I

can't think of any non-medical

service other than cosmetic

surgery.
SENATOR MADDY:

Is there any

in terms of -- if you wanted to do a

non-emergency surgery, is there a wait
DR. FRY:

that your patients have to experience?

Yes, there is a wait period for non-emergency and elective surgery

specifically; but obviously, if you suddenly stopped being elective and start becoming
much more ill, you are given care immediately.
SENATOR MADDY:
non-emergency?
DR. FRY:

Can you give us examples of what would be non-elective or

I've got an ulcer.
Well, if your ulcer is bleeding, you'll be seen immediately and operated

on.
SENATOR MADDY:
DR. FRY:

Right

If it's not?

If it's just bothering you and

you a lot of trouble, you will be

medicated until such time as you have, and that will depend on where you live, until
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such time as you can get into the
SENATOR MADDY:
DR. FRY:

And what kind of

I have?

For ulcer surgery, I would say about

SENATOR MADDY:

two months.

Within your province, is that

These stories we read about

three or four years, those are all false?
DR. FRY:

No, I think you ve been

about

across ths border for care in the United States

being sent

You should know that that care is

fully funded by the government -- it's at no cost to the patient -- and it's a
voluntary decision for the patient to do that, and it's only for elective care.

And if

the patient is anxious and decides that they don't want to wait for the care, even
though they're not in dire need, the government will pay for them to come across to the
United States and get the care done on a contractual basis.
But you should also know that we regularly have people coming up from Washington
State to Canada to buy care out of their pockets, because it s cheaper even when we
charge them the extra 20 percent that we upgrade for anyone who is not a canadian
citizen.

We can charge privately to those people; it's still cheaper.

CHAIRPERSON WATSON:

What about transplants?

Heart and liver and so on.

Don't

they drive the cost of the system up?
DR. FRY:

Transplantation and new technology drives the cost of every medical

system up in every part of the world.

So this is not unique to any country.

And we're

finding ways of dealing with that by the •••
CHAIRPERSON WATSON:
If, you see,
DR. FRY:

Well, how do you keep your costs

level year after year?

we're doing more transplants and that
Yes.

drives the cost up.

Again, that is something that we seem to be able to work out with

the government and with -- the

tend to

people who need transplants get it as soon as

way of doing this, so the
need it.

The problem we have with

transplantation is obviously getting organs.
CHAIRPERSON WATSON:

But I'm wondering how you

the costs down year by year by

year, if you're doing these kind of highly expensive

I know, the key is that you

don't really pay that much extra for these particular procedures, is that it?
DR. FRY:
more money.
transplants.

No, we pay according to the procedure.

If you have a transplant you get

But I mean, we're not getting exorbitant amounts of money at all for doing
A physician will get about -- for instance

for open heart surgery, a

physician will get about $1,200 for doing an open heart surgery.
CHAIRPERSON WATSON:

Yeah, that makes a

because here, it's in the

hundreds of thousands.
Are there other questions?
MR. SAL DI MARTINO:

All right, yes, sir

My name is Sal Di Martino and I represent the California
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commission on Aging.

It's a

that's

the Governor and the State

Legislature
I'd like to briefly say that we heartily

this bill and I have written

testimony that I'll submit.
Thank you very much.
CHAIRPERSON WATSON:
SENATOR PETRIS:
around the table.

Thank you.

There are others that I

want to

If they would just

They're right

you the name and the organization, I

would appreciate it.
MR. JONATHAN LIGHTMAN:

Jonathan Lightman, representing the California Chapter of

the National Association of Social Workers.

We've made access to health care one of

our top priorities, and we believe in a

as envisioned by SB 36,

especially one that contains access to long-term care and mental health services.
CHAIRPERSON WATSON:
MS. BETTY ROTH:

Thank you.

I'm Betty Roth, Chair of the California Commission on Aging.

We're proud to support SB 36.
SENATOR PETRIS:

Thank you.

MR. BRUCE PALMER:

Bruce Palmer, California Nurses Association in support of SB 36.

MR. ALAN

Alan

with the Life AIDS Lobby, representing AIDS

impacted communities in California.

A single system would go far to removing the

requirement that people lose their jobs to obtain health care, as is currently the case
for many disabled people.
Thank you very much.
SISTER SHEILA WALSH:

Sister Sheila Walsh, representing Gerico Interfaith Lobby for

the poor and we're strongly in favor of SB 36.
MS. PAM FROHR:

Pam Frohr, from Catholic Charities of Alameda and Contra Costa

We support SB 36 and we urge you to pass this bill.

Health care is a right

and not a privilege.
MR. JUAN COSTABLANCH(?):

I'm Juan Costablanch SCIU.

We strongly support this

bill.
MR. PETER SHILO:

Peter Shilo, Western Center on Law and Poverty.

This is our

number one health priority, and we urge you to approve it.
MR. CARL LONDON:

Carl London, California

Association.

support the extensive mental health coverage

the bill.

We
It's an

accurate reflection of the Senator's commitment to that and we would support that.
SENATOR PETRIS:

OVerall, we have about 70 organizations, public and private.

probably give you a list later.
CHAIRPERSON WATSON:

And we've listed them too
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the

I'll

SENATOR PETRIS:

Well, in addition to those there are quite a few more.

have people in the audience who are in

I

And we

like them to raise their

hands that are here.
CHAIRPERSON WATSON:
Thank you very much.

Please, raise your hands.
We appreciate all of you

out of your concern for

ity health care.
SENATOR PETRIS:

I'd like to reserve a

CHAIRPERSON WATSON:

All right.

statement for after.

Thank you.

And if we could ask the opposition to come up now,

please.
All right, and if I can ask the people in the audience, if you could hold your
conversations down so we can hear the witnesses, we'd appreciate it.
MR. ALAN EDELSTEIN:

Madam Chair and Members of the committee, Alan Edelstein,

representing the California Business Group on Health; Merchants and Manufacturers
Association; and the California Administrative Services Organization.
We are opposed to the bill.

I think there is one important distinction between the

Canadian program that you heard described here and SB 36 that may have been neglected,
and that is the funding mechanism.

As you heard, the Canadian system is funded

primarily by an income tax with some premiums depending on the provinces.
SB 36 is funded in a much different manner.

It's funded by a 10 percent payroll

tax on business and a 2 percent payroll tax based on the salary of the individual, or 2
percent tax based on the income of a self-employed person.

Much much different way to

fund it.
One is broad based:
income tax.

The Canadian covers everybody; everybody is taxed on their

This bill focuses 10 percent payroll tax on the business community at a

time when business is facing recession, is

many, many increased taxes and

fees as we get our way out of this budget deficit that we have.
out to you.

So that's a big distinction that we want to

A good number of the members of my clients that I named provide benefits, health
benefits.

It's good business to provide health benefits.

good employees.

Those businesses that don't

It's a way to get and retain

benefits, by and large they don't

because of the cost.
We support cost containment measures.

The gentleman who described the problems

with the medical delivery system and with the insurance companies, we share many of
those same problems and frustrations as we try to provide benefits for our employees.
For that reason, we support cost containment, utilization review, data availability,
reforms in underwriting practices, and other similar reforms.

We are strong supporters

of that and would like to see a bill directed at that.
We don't think the answer is this new tax, is throwing away our competitive -- what
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system we have in health care.

We want to promote more competition amongst

providers and insurance companies and open competition.

We think that's the way,

combined with cost containment, to get the cost down ao more individuals and employers
can provide benefits.
system will not solve
the
We ask for a "no" vote on SB 36.
Thank you.
MS. JOLINDA THOMPSON:

Jolinda Thompson, California Restaurant Association.

I'd like to agree with the comments that Alan just made.

our members certainly

recognize the problem -- they suffer from the problem -- but they can't pay for it.
They just do not have the resources, especially right now.
Thank you.
CHAIRPERSON WATSON:

Okay, next witness.

MS. NANCY SULLIVAN:

I'm Nancy Sullivan with the California Chamber of Commerce.

We're also concerned with the impact that this kind of a program would have on
business.

If you look at the bill, you'll realize that the benefit package that

they're talking about is very comprehensive.

It includes long-term care, preventive

services, and a lot of services that currently covered employees do not have.

So what

you're talking about doing is not only adding about 20 percent more people that
currently aren't insured into a system, but you're also increasing services for those
that currently have it.

And we're real skeptical that you're going to be able to do

that for the cost that we're currently now spending.

We think that you're going to

have to increase costs significantly.
And when you promise everything to everybody and you find that you have a cost
crunch, our concern is you have two things:

You can cut the benefits and services or

you can raise taxes.
CHAIRPERSON WATSON:

Well, let me just stop you there.

I'd like the doctor from

Canada -- they provide a universe of benefits and they treat people for what is ailing
them.
get

Now, here in this country, I think the difference is is that we allow doctors to
whatever they charge.

And that drives the system up.

You heard that in Canada they practice the newest of technologies.

They use the

state of the art, and they still maintain the costs at a certain level.
So I think maybe what we're missing is the cost containment on the part of
physicians for the various procedures.

Not the procedures themselves but the cost of

those procedures.
MS. SULLIVAN:

Yeah, I think one of the things that you have to understand, in the

United States, if you're a physician, you have a much higher chance of being sued for
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medical malpractice.

As is pointed out, the cost for medical malpractice premiums are

exorbitant in California compared to Canada.
CHAIRPERSON WATSON:
MS. SULLIVAN:

I've never figured out really why.

That's true, but I mean, it is a

factor.

Not so much

that the medical malpractice costs as all the defensive medicine that, you know,
physicians do to protect themselves in case they get into it.
So we think that there are some things that

need to be addressed in the

current system.
CHAIRPERSON WATSON:

Well, I think that's

the quality practice of medicine.

Wouldn't you agree, Doctor, in terms of -- they could call it defensive medicine, but
if you're practicing quality medicine, you should reduce the risk.
DR. FRY:

Madam Chair, I think you would hear in Canada that the government is

complaining about defensive medicine, that is
up.

utilization of laboratory tests

We think that $1,900 a year is a lot to pay and we're still sued and physicians

are beginning to think about practicing defensive medicine.
is the sole payer, the

As a result, because the

has now taken it upon itself to look at

reform in the legal system to change the kind of medical malpractice.

Because the

government is helping to pay for it, it's up to them to try to curb its rampant
increase.
SENATOR PETRIS:

There is another point on

on a case like that, they don't have to

up there.

When they go in

to recover their doctor's and other

medical fees; that's already paid by the system.

So the only issue of damages is the

and the suffering.
Here, you pay and you pay and you pay; then you've
have the thing paid, unless you're covered

insurance

to go to court to fight to
And one of the major fights

've had in the Legislature for years is to flush out that information and tell the
, "What's he complaining about?

He's

been covered by his own insurance."

And the wrongdoer wants to take advantage of the fact that the other party already has
insurance.
to

Over there, they don't worry about that.

for fees for doctors that are

So that's not part of the litigation.

That's limited.

You don't go in

under the national system anyway.
It makes a very substantial difference in the

cost.
SENATOR MELLO:

Madam Chair, may I ask the Chamber of Commerce, you made a

statement about you don't want to include long-term care, you don't want to include
add others to the system.
My understanding is there's 6 million people in California that do not have any
insurance at all; they're not covered.

There are 40 million in the United States.

Now, in the whole world, there's only two nations that do not have coverage for
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their citizens.
South Africa.

One happens to be the United States of

and the other one is

Now, are you proud of the company we're keeping in providing health

care?
MS. SULLIVAN:
SENATOR MELLO:
MS. SULLIVAN:

I'm not opposed to
No, no.

care and all of these other things.

I asked.

our concern is that this is funded primarily off of the backs of the

, and that's our concern.
SENATOR MELLO:
MS. SULLIVAN:

Well, who's paying right now?
A lot of those other countries do not have -- you know, the employer

isn't paying the bulk of the cost.
SENATOR MELLO:

Your employers right now are paying for Medi-Cal, they're paying

for the MIA's, they're paying for those undocumented citizens that fall between the
cracks, they're paying higher rates in insurance in hospitals where they're running
deficits because of uncompensated care.

We're paying it now.

The only thing is we're

paying it out in different -- the plan in Canada, you pay to the government and the
money is raised that way, then they pay directly back.

You cut out a lot of

administrative costs and a lot of other costs.
But my experience, I've been in business

I've been a member of the Chamber

myself, and I was one of the first employers to put a health care plan in my business,
mainly because I want healthy employees working for me who can show up to work and not
have to worry about owing hundreds and thousands of dollars to hospitals and doctors
when they're not covered.

The best thing I ever did was put in a health insurance plan

for my own employees.
MS. SULLIVAN:

Well, I think most employers feel that way, and once they stabilize

their profits and then get to a point where they can afford it, they certainly are,
because 80 percent of the employers currently provide something.
the ones that are not currently providing it,
they're generally relatively new employers, and
employers.

re

But when you look at
small employers,

generally are low-profit

And when you start imposing additional costs on them, the viability of

their business, you know, could be at risk, and it s that small sector that creates
most of the new jobs.
SENATOR MELLO:

No, the reason I asked the question, I'm just embarrassed that

we're keeping company with South Africa as far as providing health care to our people
and

1

think it's time that we move away from there and let them stand alone.

Let

California and the rest of the nation start moving where other nations are, such as
Canada, and any other nations that care about their people s health.
Thank you.
DR. FRY:

Madam Chair, point of clarification.
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Ontario has just moved to a payroll

tax.

used to have premiums and

anymore and

decided that

didn't want to do that

moved to a payroll tax.

CHAIRPERSON WATSON:

All right

MS

We're

SULLIVAN:

Yes.

CHAIRPERSON WATSON:
SENATOR CALDERON:
insurance

thank you.

Senator Calderon?
Aren't most of the

members, who provide health

, if not

at least 10

MS. SULLIVAN:

, did you finish?

for their health care coverage for

I would suspect that most of them are

SENATOR CALDERON:

yes.

If the funding mechanism here is a 10

So what is the

tax, a 2 percent tax on income, then with

in some $7 billion

or so that we pay in Medi-Cal, and elimination of administration costs associated with
private health insurance, then what's your
MS. SULLIVAN:

Well, I think

is that the employers now feel

that they have some control over it, unlike a workers' comp program where we're seeing
a lot of costs go up.

There's a lot of

really cannot control that.

with workers' comp, but employers

That s something that they are told this is what you pay

for, this is the level of benefits.
In the insurance area, the health insurance area, there are some things that they
can do to try to control their costs.
employees.

They can do wellness programs with their

There are different things that

can do to

those costs down.

And

those employers that have been very active have been able to successfully get their
costs down.
Once it gets turned into a mandate, that this is the level that you will provide
of the cost, then as those costs go up,
SENATOR CALDERON:

Dr. Fry, that's a

just continue to pay.

issue.

How do you handle worker comp in

British Columbia?
DR. FRY:
The

We have a Workers•

Board that handles workers' injuries.

pays specifically to Workers'

Board

for work-related

, and so that's how that s looked after.
SENATOR CALDERON:

So it's not -- how do

coordinate benefits, for lack of a

better ••• ?
DR. FRY:

Well, you don't.

There are

those two

for a company, you have workers'
Compensation Board.
health care facility.

If you become

benefits.

If you are

which is paid to the Workers•
on the job, then you don't go to the normal

You know, you get your broken arm paid for by the Workers'

not by the government.

And so it s

is run by itself -- it's a nonprofit

the same thing.

The Board

-- and it just looks after workers'
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I just wanted to say that one of the reasons that we find that businesses are very
happy to pay the payroll tax is that we've recently had the Frazier(?) Institute do a
study in British Columbia, and
who've done the study.
resource.

re a very conservative

It's felt that

in fact

company of people

health is not a privilege, it's a

That a healthy group of

for you add to the economy.

have fewer time off work, they have fewer hours lost of

They

and therefore, they're

to be working harder to produce and to pay taxes into the system anyway on their
own personal income tax.
So it's better to keep people healthy than to leave them being sick for longer
periods of time.
CHAIRPERSON WATSON:

Senator Deddeh?

SENATOR WADlE DEDDEH:
to you.

I have a

of the author

if I may.

Do you want me to hear the last witness in

And I'll defer

or do you want me to

ask my ••.
CHAIRPERSON WATSON:
SENATOR DEDDEH:
it cost?

Go ahead, raise your question.

All right.

Senator, what will this program -- SB 36 -- what will

Give me a figure.

SENATOR PETRIS:

It'll coat less than we're spending now.

billion a year.

We're spending about

With the savings that we anticipate and eliminating the 20

overhead that private plana pay, we will be spending less money.
SENATOR DEDDEH:

If I may, then let me walk you through this, because before me, on

page 5, the fiscal impact of their

, it says yes, we're spending approximately

million, and then it says you are trying to raise some revenues.

I see it also on

on page 3.
But let me ask this question:

You will raise about, in addition to the $70

billion, we are going to raise about
and taxed on -- and earned income.
in tax on earned income.

lion
Is that correct?

You're raising about $700 million

And then the

That's one billion, two hundred.

tax, you add that, that's

And then you add the $7-1/2 billion in

Medi-Cal, because we can use that, and then you add to that
and then mental health is 1.2.

I am

SENATOR DEDDEH:

billion we re

No.

Okay, let me put it differently.

implement SB 36 and we can save money,
MS.

.7 billion public health,

at this amount and it comes to about

approximately $11 billion in addition to the
CHAIRPERSON WATSON:

,000 -- that is

That's what the

And let me walk with you.
$500 million.

above the

The current

are we then

If we can save money and
taxes?

has lots of different payers.
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You've got

businesses

premiums, you've got government providing benefits, you've got

consumers paying out of pocket.

And the overall total of that is $70 billion.

The concept here is to gather all those dollars together into a single payer.

And

so the total we're gathering is the same that's being spent from all those different
sources.
So that the taxes that are here, the ones you've cited and the payroll tax, it's
true those are different than what we have today, but the overall dollar spent in the
is somewhat less than we spend today.
SENATOR PETRIS:

But those monies replace insurance premiums.

So you no longer --

if you belong to Kaiser, we encourage you in this plan to continue to belong to a group
like Kaiser.

You can get a benefit.

That's paid by the state by contract with Kaiser.

You don t pay Kaiser premiums anymore.

You pay the premium tax.

So when you read it,

it looks like an additional amount, but it isn't.
CHAIRPERSON WATSON:

It's not on top of what the employer is already paying.

SENATOR PETRIS:

No.

MS

It's instead of.

CHAIRPERSON WATSON:
SENATOR PETRIS:

It's replacement.

CHAIRPERSON WATSON:
come within.

It is instead of.
And what I understand, is all the costs for those programs now

It's really close to $77 billion, if you look at everything.

SENATOR DEDDEH:

I will be eventually making a motion, Madam Chair.

Since we are

revenues and taxes and so on, that this bill ought to be re-referred from this
committee

after passage, to Rev & Tax because we want to ascertain all the amount, the

volume, and so on and so forth, because I cannot read it.
CHAIRPERSON WATSON:

So we'll look at the policy here, and that is the appropriate

motion.
SENATOR DEDDEH:

Yes, that's fine.

SENATOR PETRIS:

Senator Deddeh discussed that with me.

CHAIRPERSON WATSON:
SENATOR PETRIS:

(Cross talking)

That's an appropriate motion.

I think it is, too.

I d like to close with a very brief answer.
CHAIRPERSON WATSON:

Senator Thompson, did you have your mike up?

Okay, your

question was answered.
I think everybody has raised their questions, and there is still -- briefly.
MR. PHIL

Yes, briefly.

Phil

, Madam Chair and Members,

representing the California Association of Health Underwriters.
They have a long history of service to individual families and the employers of
this state.

They serve as the middle person who goes out in the business community and
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into the homes of the families to

these

that

currently serve 85 percent of Californians

On page 2 of the analysis, it would
any duplicate coverage.

from providing

So this

that sells health

insurance and services that and
CHAIRPERSON WATSON:
SENATOR PETRIS:

out.

Do you want

Yes.

It

take

We think a lot of those people will be
I

than

minute

to use their

within the

don t know just how that's

're

to be

needed.

MR.

Well

SENATOR PETRIS:

and we would want

that, too.

Well, that's what

But when I look at this,

you

Why are you against them?

the insurance companies.

just happens to be the wrong mechanism for
leaves out 6 million people, it excludes

the insurance

money for health care.
certain ailments.

It
It

In many

, there's a lot
And I've

this scenario

an individual

-- not a massive one under General Motors where
come out with a heart attack.

And

avarv~ooclv's

first of all, the

insures the
insure

included -- and I

massive groups.

who

and has a bad

of medical illness needs the
So we start out with the cream of the crop.

excluded.
when those members

crop file a claim, the claim ia
says

"Let's see if we can get out of this

Mr. Petrie, you had a heart
to

ever suffer

t answer that.

have found out that not only did your
a heart attack
That

in a

Now we

murmur, he died

You're not covered
every day somewhere

Now, is that evil?
survive

the cream of the
with a mindset that

attack. On Question #56, when you
Did your

Okay?

Of course not

not going to

're not going to
like this, that

We'll take care of you.

We'll find

can under our technology and our
papers to

out how

talked to that didn't excluded for

to make a
mindset is:

Are you sick?

and we 11 do everything we
not

to go running
that I've
money and

they were covered.
see?

So that's the problem.

It's the nature of the mechanism of doing it through

financing insurance, and to appeal to the marketplace and say, well, competition will
take care of it.

Members of the committee, they've had 200 years of free competition

take care of this, and it hasn't been taken care of.
system.

It's not the right mechanism for it.

toward the companies.

That's why we have a
And I don't have any animus

I carry my share of insurance all through my life.

It just

doesn't cover everyone the way it should, and the whole structure has to be changed.
We're talking about budget structure, we've got to change health care structure.
That's the answer.
CHAIRPERSON WATSON:
SENATOR ROSENTHAL:
SENATOR PETRIS:

Thank you.
Madam Chair, I moved this bill over an hour and a half ago.

That's right.

SENATOR ROSENTHAL:

I thank you.

I'd like to vote on it, if you would give me an opportunity.

I'd like to move it again.
CHAIRPERSON WATSON:
witnesses.

The bill has been moved.

You've heard from the

Roll call.

SECRETARY:
(aye).

All right.

Royce.

Bergeson.

Calderon (aye).

Thompson (aye).

SENATOR PETRIS:

Maddy.

Mello (aye).

Rosenthal

Watson (aye).

Thank you very much.

CHAIRPERSON WATSON:

Deddeh (aye).

I appreciate the time and the attention.

That bill is out, 6-0, do pass, to Appropriations.

--ooOoo--
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